there were about 650 000 births. To handle this workload they propose a national network of Regional Genetic Advisory Centres coordinated by a Standing Committee for Genetic Services, each centre providing laboratory and genetic counselling facilities for prenatal diagnosis, not to mention ultrasound services to help with amniocentesis and to increase the accuracy of the assessment of gestational age which is essential for the correct interpretation of maternal serum and amniotic fluid AFP levels. The CGS Working Party suggests that there be one or two centres for each health region in England with a laboratory capable of handling at least 2000 amniotic fluid samples each year for fetal karyotyping or AFP estimations as well as all the maternal serum samples for AFP estimations from the region. They suggest that only few laboratories would be needed to cope with the national (or even international) demand for complex tests for metabolic disorder, and mention is made of collaboration with our European neighbours. The CGS Working Party makes recommendations for the staffing and funding of the proposed laboratories and floats the idea of a National Register of Amniocentesis.
That reorganization and coordination of facilities for prenatal diagnosis of fetal abnormality are desirable is unquestionable, and both Working Parties certainly make some interesting and worthwhile proposals and observations. But sudden nationalization (or internationalization) of a scientific field has its hazards: difficulties with commuication, confusion produced by secretarial errors, Impersonality with loss of interest, and even the suppression of creative and constructive thought because the administrative machinery is too big. P~rhaps evolution should also be given a place, with revolution, in an area which is developing so rapidly that current diagnostic methods may, in ten years' time, seem as outmoded as the treatment of cardiac failure by leeches.
Whatever happens, the CGS and MRC Working Parties are to be congratulated on the prompt production of reports which will undoubtedly become important landmarks for all those interested in preventing the birth of abnormal babies. FELoeffler 
Treatment of post-cricoid carcinoma
Post-cricoid carcinoma is uncommon, but its treatment continues to excite interest. There are at least three aspects of treatment which are still unresolved: criteria of untreatability; the place of radiotherapy; and the method to be used for replacing the pharynx after pharyngolaryngectomy.
Many series do not consider the question of untreatability, so it might be assumed that virtually all patients with this tumour are suitable for treatment. This is not so, however, since as many as 30% of these patients may be unsuitable for treatment (Ong 1970 , Macbeth 1969 , Stell et al. 1978 . Criteria of incurability include: bilateral neck glands; fixation of the vocal cord (Stell et al. 1978) ; the well known, but very rare, fixation to the prevertebral fascia; distant metastases which are also very uncommon; and a tumour with a vertical length of more than 5 em. The latter deserves more publicity, since it has now been shown (Dalby 1964 , Duncan 1971 , Stell et al. 1978 that a post-cricoid carcinoma with a vertical length of more than 5 ern is incurable. The length of the tumour also deserves to be taken into account in the staging of post-cricoid carcinomas, as it is for staging of oesophageal tumours. The present VICC method of classifying post-cricoid carcinomas is unrealistic and cannot be applied to many of these tumours (Stell et al. 1978) .
Radiotherapy, if used for carefully selected patients, gives a five-year survival rate of approximately 30% in favourable cases: these include those without palpable lymph node metastases in the neck and with a small tumour less than 3 cm in vertical height (Stell et al. 1978 , Pearson 1966 . Unfortunately, as many as 30% of patients treated by radiotherapy will develop a stricture.
For those patients requiring surgery the main problem is replacement of the pharynx after pharyngolaryngectomy. This was the last major surgical problem of head and neck cancer surgery to be tackled, and consistent attempts to replace the pharynx have only been made for the last 40 years or so. Wookey was the first to describe a reliable method for replacing the pharynx using local skin flaps from the neck (Wookey 1947). The operation was used for about 20 years, but fell into disrepute because of the length of hospital stay required to replace the pharynx, and because of the high incidence of local recurrence. In the last 20 years, numerous ingenious techniques have been described using free intestinal autografts (Nakayama et al. 1964 All of these methods are an enormous surgical tour de force and should certainly only be under-ta~en in a unit trained and equipped to undertake this type of surgery. Every method has advantages and disadvantages ois-a-ois the others. The main disadvantage of the visceral grafts is their high operative mortality: the overall reported hospital mortality of these procedures is 31.2% (Stell & Hawkes 1979) . The main advantage of such methods is that they give the patient a very good s~allow, compared to the methods using skin flaps, since up to 40% of patients undergoing the latter operation may require pharyngeal dilatation at some time in their postoperative period (Stell & Hawkes 1979) . Fistulae are more common after the latter procedure, and the stay in hospital is also much longer. However, the main advantage of the me~hod~sing skin flaps as compared to that using a VISCUS IS that the operative mortality is lower and postoperative deaths do not occur in patients who have not previously been irradiated.
The main advantage of replacement of the pharynx by a plastic tube, as described by Stuart (I966 and p 724), is that it is the least demanding of the techniques both for the patient and for the surgeon. It can thus be used for patients who would be unfit for a transposition of the stomach to the neck. Many of these patients develop a sinus because of breakdown of the overlying skin, but the advocates of this method state that this is a cosmetic deformity only, and that leakage of food and saliva does not occur. One of the main disadvantages of this technique appears to be the high incidence of local recurrences (30%) which presumably indicates that the technique does not allow sufficient pharyngeal and/or oesophageal mucosa to be resected to ensure an adequate margin.
It is clear therefore that all the methods of replacing the pharynx have their disadvantages, although these vary between the different techniques. Furthermore, there is no difference between the survival rate reported after any of these procedures. The choice of procedure will therefore depend on local expertise and enthusiasm rather than on any clear superiority of one method over any other.
